Objective-To determine injury patterns and characteristics specific to domestic violence in women who present to the accident and emergency (A&E) department. Design-A retrospective case note review of all female assaults over a one year period. The subjects were women who disclosed that their injuries were due to assaults by either a current or a previous male partner. Identification of markers would be important in alerting clinicians to the possibility of domestic violence, as it is known that many cases are not disclosed,4 5 9 and that attacks tend to be repeated with both increasing frequency and severity.9 [15] [16] [17] The study examines female assaults, comparing assaults due to domestic violence with a control group of women who were not injured by domestic violence.
Objective-To determine injury patterns and characteristics specific to domestic violence in women who present to the accident and emergency (A&E) department. Design-A retrospective case note review of all female assaults over a one year period. The subjects were women who disclosed that their injuries were due to assaults by either a current or a previous male partner. Controls Identification of markers would be important in alerting clinicians to the possibility of domestic violence, as it is known that many cases are not disclosed,4 5 9 and that attacks tend to be repeated with both increasing frequency and severity.9 [15] [16] [17] The study examines female assaults, comparing assaults due to domestic violence with a control group of women who were not injured by domestic violence.
Methods
One year of the A&E department medical and nursing case notes were hand searched by one author (RLS) to identify all female assaults. These were classified into two groups: disclosed domestic violence defined as "an assault by a current or previous male partner" and a control group (assault by a non-family member). All assaults by other relatives/family members were excluded. Other groups were excluded if the assailant had not been documented or was unknown. Patient and control groups were compared for injury and referral patterns. There were no directives to doctors during the study year to look for a history of domestic violence.
The A&E department is in an urban setting and does not see patients under the age of 13. Statistical analysis was performed with Epi-Info using a X2 test.
Results
In the year studied there were 48 169 new patient attendances: 21 121 were women and of these 7723 were due to trauma. There were 500 assaults on females of which 103 were due to disclosed domestic violence. There were 140 patients in the control group (table 1) . The control group contained those assaults where the assailant had been documented as a stranger, mugger, robber, next door neighbour, showed that injuries to the head and fractures were more common in disclosed domestic violence. However, only the most serious injury for each patient was analysed and therefore they did not find that multiple injuries were significant.
Further prospective research is needed. Until this is done, we would recommend that the markers identified in this study should be used to alert doctors to the question of domestic violence. These are:
(1) Delay in presentation. (6) Abdominal injuries.'6 (7) Injuries to the arms and face.'3 1619 (8) Fractures.'3
These criteria apply only to women who say they have been assaulted but may not initially admit domestic violence. Both this study and future studies of patterns of injury in domestic violence are confounded by the fact that it is impossible to ensure that a matching control group does not contain women with undisclosed domestic violence
Conclusion
The study has identified injury patterns, in women, which are significantly associated with disclosed domestic violence. Any woman who presents with the markers identified in this study should alert A&E department doctors to the possibility of undisclosed domestic violence.
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Intercollegiate Academic Board of Sport and Exercise Medicine
The Intercollegiate Academic Board of Sport and Exercise Medicine has been established to function in a role equivalent to a specialist advisory committee on behalf of, and reporting to, its parent colleges and faculties who are full members of the Academy of Medical Royal Colleges. In addition, the board has a category of associate membership for appropriate bodies who are not full members of the academy.
The board plans to develop a higher specialty training programme in sport and exercise medicine which will meet the standards of the Specialist Training Authority and result in successful trainees being awarded a Certificate of Completion of Specialist Training. The board will develop the curriculum, syllabus, regulations, appraisal, and assessment procedures that will act as the basis for a four year Higher Specialty Training Programme in Sport and Exercise Medicine. This will take time but it is planned to have the basis of the programme established by July 2000.
The Intercollegiate Academic Board of Sport and Exercise Medicine believes that the development of this subspecialty interest will help improve the fitness of the nation, the management of soft tissue injuries, and the care offered to individuals participating in exercise for the benefit of their health as well as competitive athletes. The board recognises that these ambitions can only be achieved with the support of a wide range of educational and administrative bodies committed to sport and exercise medicine and hopes to liaise closely with them while developing its plans for the future.
The Intercollegiate Academic Board of Sport and Exercise Medicine can be contacted by writing to its administrative base at the Royal College Of Surgeons of Edinburgh, Nicolson Street, Edinburgh EH8 9DW. 
